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After the terrorist attacks of Sep-
tember 11, 2001, there was ini-
tially considerable concern that

many Americans, including residents
of cities that were not attacked, would
experience sustained psychological
distress, even though their exposure

may have been limited to televised im-
ages of death and destruction (1–3).
Surveys of New Yorkers during the
second month after the attacks found
significantly elevated symptoms of
posttraumatic stress disorder (PTSD)
(2,3); the highest rates were found

among residents who were most di-
rectly affected by the tragedy.

A national survey that focused on
communities that were not directly
affected found evidence of substan-
tial symptoms of stress among 44 per-
cent of adults and 35 percent of their
children three to five days after Sep-
tember 11. The authors concluded
that the events of September 11 had
serious adverse effects on adults who
were not directly exposed, a result
that is consistent with research on re-
sponses to other traumatic events
(4–6). However, a survey conducted
one month after the tragedy did not
find elevated levels of distress or evi-
dence of PTSD outside New York
City, which suggests that the acute el-
evation of symptoms might have been
temporary (3).

Previous research on traumatic ex-
posure suggests that persons with
preexisting PTSD—or other mental
illnesses—are especially vulnerable
to trauma exposure and thus may
have been adversely affected by the
events of September 11. A compre-
hensive meta-analysis of 77 studies
found that having a history of mental
illness is one of the most consistent
predictors of vulnerability to PTSD
and that past trauma, although some-
what less consistently, also significant-
ly increases the risk of PTSD (7–10).

A recent study of the use of servic-
es of the Department of Veterans Af-
fairs (VA) in New York City and else-
where in the United States in the six
months after September 11 found no
increase in the use of inpatient or out-
patient mental health services among
veterans with a diagnosis of PTSD or
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Objective: Evidence has been found of significant psychological dis-
tress after the terrorist attacks of September 11, 2001, even in com-
munities that were not directly affected. Persons with preexisting post-
traumatic stress disorder (PTSD) may be especially vulnerable to such
distress. The authors examined clinical data on veterans who had a di-
agnosis of PTSD to determine whether the attacks exacerbated their
symptoms. Methods: Outcome-monitoring data were analyzed from a
national sample of more than 9,000 veterans who were treated in spe-
cialized intensive PTSD programs of the Department of Veterans Af-
fairs (VA) from March 11, 1999, to March 11, 2002. Analysis of vari-
ance was used to compare symptom levels at admission and clinical
improvement during the six months before and six months after Sep-
tember 11 and in comparison with the same periods in 1999 and 2000.
Results: Veterans who were admitted after September 11, 2001, had
less severe symptoms than those admitted before September 11, a pat-
tern that was significantly different from previous years. Veterans who
were followed up after September 11 showed significantly more im-
provement in PTSD symptoms than those who were followed up be-
fore then, which also represented a significant difference from previ-
ous years. Conclusions: VA patients with preexisting PTSD were, un-
expectedly, less symptomatic at admission after September 11 than
veterans admitted before September 11, and patients who had follow-
up assessments after September 11 showed more improvement. It is
possible that these veterans benefited from the shared feelings of na-
tional unity, pride, and patriotism in the months after September 11 as
well as from the normalization of PTSD-like reactions by the news me-
dia and a sense of mastery at having past experience in coping with
trauma. (Psychiatric Services 54:1610–1617, 2003)



another mental illness (11). Howev-
er, that study did not evaluate differ-
ences in either symptom levels at
program entry or responsiveness to
treatment. To evaluate the continu-
ing impact of the events of Septem-
ber 11 on potentially vulnerable vet-
erans, we examined national VA ad-
ministrative data that are used to
monitor treatment of veterans in
specialized intensive PTSD treat-
ment programs. We hypothesized,
first, that in the immediate (six-
month) aftermath of the events of
September 11, veterans who were
admitted to such programs would
manifest more severe PTSD symp-
toms, substance use problems, and
other behavioral problems than vet-
erans who were admitted in the six
months before September 11 or in
previous years. Second, we hypothe-
sized that the outcomes of treat-
ment, as measured by changes from
admission to an assessment four
months after discharge, would be
poorer in the immediate aftermath
of September 11 than in the previous
six months or in previous years. 

Methods
Administrative 
outcomes monitoring
In 1993 a national VA initiative was
implemented to monitor clinical out-
comes after specialized inpatient,
residential, and intensive day treat-
ment programs that provide a com-
bination of medication, psychothera-
py, and psychosocial rehabilitation
services for military-related PTSD
judged too severe for outpatient
treatment (12). Patients admitted to
these programs are assessed with a
brief, standardized self-report ques-
tionnaire at the time of admission
and four months after discharge.
These questionnaires are completed
by veterans in person or, when nec-
essary, over the telephone. 

Sample
This study was based on two overlap-
ping samples: 9,640 veterans who had
an admission assessment between
March 11, 1999, and March 11, 2002,
and 6,829 veterans who had a four-
month postdischarge assessment dur-
ing the same period. None of the pro-
grams were located in New York City

or Washington, D.C., the principal lo-
cations of the terrorist attacks.

The mean±SD age of the admis-
sion sample of 9,640 was 52.2±5.58
years. A total of 2,743 patients (28.5
percent) were African American, and
528 (5.5 percent) were Hispanic;
4,243 (44 percent) were married, and
4,421 (45.9 percent) were separated
or divorced. The patients had com-
pleted an average of 12.8±2.01 years
of schooling, but only 1,516 (15.7 per-
cent) were employed at the time of
admission; 6,499 (67.4 percent) were
receiving VA compensation benefits,
4,959 (51.4 percent) specifically for
PTSD.

The vast majority (9,176 patients,
or 95.2 percent) reported that they
had served in a war zone, with 8,980
(93.2 percent) having been exposed
to combat fire and 1,992 (20.7 per-
cent) having participated in what they
regarded as atrocities. Most patients
(71 percent) had been previously hos-
pitalized for a psychiatric or sub-
stance use problem, and 5,355 (55.5
percent) had been incarcerated. At
admission, 7,056 patients (73.2 per-
cent) were given a diagnosis of PTSD.
A total of 3,189 (33.1 percent) had co-
morbid alcohol abuse, 1,930 (20 per-

cent) had comorbid drug abuse, 1,549
(16.1 percent) had comorbid major
affective disorder, and 723 (1 per-
cent) had other psychiatric diagnoses.

Most veterans in the follow-up
sample of 6,829 were also in the ad-
mission sample and, given that the so-
ciodemographic and clinical charac-
teristics at admission were virtually
identical between the two samples,
these data are not presented here but
are available on request from the first
author.

Measures
Sociodemographic data obtained at
baseline included age, gender, race,
marital status, education, history of
incarceration, current employment,
and receipt of VA compensation for
PTSD. Clinical outcomes that were
assessed included PTSD symptoms,
substance abuse, violent behavior,
and employment. 

Given their particular significance
for specialized PTSD programs,
PTSD symptoms were measured in
two ways: using the Short Form of the
Mississippi Scale for Combat-Related
PTSD, an instrument that has been
validated in a large sample of outpa-
tients (13), and using a four-item
PTSD scale developed at the North-
east Program Evaluation Center (the
NEPEC PTSD scale) (Cronbach’s al-
pha=.67). The NEPEC PTSD scale
had correlations of .61 and .74 with
the Short Mississippi Scale at admis-
sion and at the four-month follow-up,
respectively. These correlations are
sufficiently large to indicate that the
two scales are measuring the same
domain but not so large as to make
the scales redundant with each other.

In a study of intensive outpatient
treatment of patients with PTSD
(12), the NEPEC PTSD scale and the
Short Mississippi Scale had correla-
tions of .63 and .64, respectively, with
a continuous PTSD score derived
from the SCID PTSD module (Struc-
tured Clinical Interview for DSM-
III) (14). In addition, in an outcome
study of intensive inpatient treatment
of PTSD (15), the NEPEC PTSD
scale and the Short Mississippi Scale
had correlations of .40 and .39, re-
spectively, with the Clinician Admin-
istered PTSD Scale (CAPS), a well-
validated observer rating scale
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(16,17). The modest magnitude of
these correlations most likely reflects
the differences between self-report
and clinician-administered assess-
ment methods.

Alcohol abuse and drug abuse were
measured by using the composite in-
dexes from the Addiction Severity In-
dex (ASI) (18), a widely used and
well-validated measure of substance
abuse outcomes. Violent behavior
was measured by using four items
that were adapted from the National
Vietnam Veterans Readjustment
Study (19) (Cronbach’s alpha=.71).
Employment was measured with use
of a single question from the ASI that
documents the number of days of
paid employment in the previous 30
days.

Analyses
First, two-way analysis of covariance
(ANCOVA) was used to evaluate the
interaction of time (six months before
or after September 11) and year
(2001 versus 1999 and 2000). These
analyses allowed determination of
whether there was a significant differ-
ence before and after September 11,

2001—for example, in PTSD symp-
toms at admission—and of whether
these differences were significantly
different from those observed among
patients admitted during the two pre-
vious years. These analyses were then
repeated for veterans who were ad-
mitted during each of three time in-
tervals: one month, two to three
months, and four to six months after
September 11. 

Because differences in other base-
line measures had the potential to
confound these analyses, we con-
ducted a preliminary series of two-
way analyses of variance (ANOVAs),
as described above, to identify all
baseline measures that were differ-
ent before and after September 11,
2001, in ways not observed in previ-
ous years. Measures of sociodemo-
graphic status, military experience,
and past service use were examined
in this fashion, in addition to meas-
ures of clinical status, community
adjustment, and the number of days
between discharge from an inten-
sive program and completion of the
follow-up interview. Measures for
which interactions were significant

were included as covariates in all
subsequent analyses. Veterans in the
post–September 11 follow-up sam-
ple were younger, had relatively
more comorbid psychiatric illness,
reported less exposure to combat
fire, and had a longer interval be-
tween discharge and the follow-up
assessment.

A second set of two-way ANCOVAs
were then used to evaluate differ-
ences in the amount of clinical im-
provement observed before and after
September 11 and to determine
whether the observed patterns dif-
fered from those of previous years.
Clinical improvement in these analy-
ses was measured as the difference
between the follow-up assessment
and the admission assessment. Be-
cause the amount of improvement is
likely to be inversely related to admis-
sion ratings—for example, patients
with higher symptom levels are likely
to show greater reductions in symp-
toms over time, because they have
more room to improve—we included
the baseline value of the change score
as an additional covariate in all of
these analyses. 
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Clinical status of a sample of 9,640 veterans at entry to intensive posttraumatic stress disorder (PTSD) programsa

Interaction (year × time)
Pre– Post– Pre-post

Measure September 11 September 11 difference t df p F df p

Short Mississippi PTSD Scaleb 7.01 1, 9,030 .008
1999–2000 40.6 40.4 –.18 1.18 9,030 .24
2001 40.5 39.6 –.84 4.27 9,030 <.001

NPEC scalec 9.85 1, 9,024 .002
1999–2000 17.0 16.9 –.13 2.22 9,024 .03
2001 16.9 16.5 –.46 5.71 9,024 <.001

Addiction Severity Index, alcohold 5.17 1, 9,019 .02
1999–2000 .13 .12 –.01 1.40 9,019 .16
2001 .12 .14 .02 1.79 9,019 .07

Addiction Severity Index, drugsd .65 1, 9,013 .41
1999–2000 .051 .052 .001 .26 9,013 .70
2001 .048 .052 .004 1.23 9,013 .22

Violent behaviore 2.54 1, 9,024 .11
1999–2000 1.62 1.57 –.05 1.39 9,024 .16
2001 1.57 1.43 –.14 3.10 9,024 .002

Days worked in previous 30 1.50 1, 8,992 .22
1999–2000 3.54 3.06 –.48 2.30 8,992 .02
2001 3.13 3.07 –.06 .24 8,992 .81

a Values are least-squares means.
b Possible scores range from 11 to 55, with higher scores indicating more severe symptoms.
c Northeast Program Evaluation Center PTSD scale. Possible scores range from 4 to 20, with higher scores indicating more severe symptoms.
d Possible scores range from 0 to 1, with higher scores indicating greater severity.
e Measured with four items adapted from the National Vietnam Veterans Readjustment Study. Possible scores range from 0 to 4, with higher scores in-

dicating more violent behavior.
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Clinical status of 9,640 veterans at entry to intensive posttraumatic stress disorder (PTSD) programsa

Interaction (year × time)
Pre– Post– Pre-post

Measure September 11 September 11 difference t df p F df p

Short Mississippi PTSD Scale
One month after 9/11 .12 1, 7,647 .73

1999–2000 40.5 40.3 –.2 .83 7,647 .4
2001 40.6 40.5 –.1 1.07 7,647 .28

Two to three months after 9/11 6.62 1, 7,881 .01
1999–2000 40.6 40.4 –.2 1.08 7,881 .27
2001 40.4 39.5 –.9 3.82 7,881 <.001

Four to six months after 9/11 6.92 1, 8,163 .009
1999–2000 40.6 40.4 –.2 1.14 8,163 .25
2001 40.4 39.5 –.9 3.82 8,163 <.001

NPEC scale
One month after 9/11 9.85 1, 7,641 .002

1999–2000 17.0 16.9 –.1 2.22 7,641 .02
2001 16.9 16.4 –.5 5.71 7,641 <.001

Two to three months after 9/11 3.66 1, 7875 .05
1999–2000 17.0 16.9 –.1 2.25 7,875 .02
2001 16.9 16.5 –.4 3.39 7,875 <.001

Four to six months after 9/11 11.98 1, 8157 <.001
1999–2000 17.0 16.9 –.1 2.19 8,157 .03
2001 16.9 16.4 –.5 5.45 8,157 <.001

Addiction Severity Index, alcohol
One month after 9/11 3.73 1, 7,636 .05

1999–2000 .13 .14 .01 1.07 7,636 .28
2001 .14 .12 –.02 2.39 7,636 .02

Two to three months after 9/11 10.89 1, 7,871 .001
1999–2000 .13 .12 –.01 1.35 7,871 .17
2001 .12 .17 .05 3.02 7,871 .003

Four to six months after 9/11 1.96 1, 8,153 .16
1999–2000 .13 .12 –.01 2.32 8,153 .02
2001 .12 .12 0 .19 8,153 .84

Addiction Severity Index, drugs
One month after 9/11 .11 1, 7,630 .74

1999–2000 .049 .052 .003 .45 7,630 .65
2001 .053 .053 0 .22 7,630 .82

Two to three months after 9/11 .29 1, 7,865 .59
1999–2000 .050 .051 .001 .24 7,865 .80
2001 .047 .051 .004 .74 7,865 .45

Four to six months after 9/11 .83 1, 8,147 .36
1999–2000 .051 .051 0 .27 8,147 .77
2001 .047 .052 .005 1.25 8,147 .21

Violent behavior
One month after 9/11 1.58 1, 7,643 .21

1999–2000 1.58 1.65 .07 .82 7,643 .41
2001 1.63 1.59 –.04 1.27 7,643 .20

Two to three months after 9/11 2.16 1, 7,877 .14
1999–2000 1.60 1.55 –.05 1.34 7,877 .18
2001 1.56 1.39 –.17 2.39 7,877 .02

Four to six months after 9/11 4.86 1, 8,157 .03
1999–2000 1.62 1.58 –.04 1.36 8,157 .17
2001 1.58 1.38 –.20 3.45 8,157 <.001

Days worked in previous 30
One month after 9/11 .03 1, 7,614 .86

1999–2000 3.33 2.93 –.40 .81 7,614 .42
2001 3.74 3.26 –.48 2.33 7,614 .02

Two to three months after 9/11 2.11 1, 7,847 .15
1999–2000 3.46 2.98 –.48 2.28 7,847 .02
2001 3.05 3.21 .16 .42 7,847 .67

Four to six months after 9/11 1.17 1, 8,129 .28
1999–2000 3.59 3.11 –.48 2.34 8,129 .02
2001 3.18 3.12 –.06 .19 8,129 .84

a Values are least-squares means. See Table 1 for scoring information.



Results
Clinical status at 
program entry
Contrary to our hypothesis, veterans
who were admitted in the six months
after September 11 reported less se-
vere symptoms of PTSD on both
PTSD measures than did veterans
who were admitted in the previous six
months of 2001. Although small in
magnitude, these differences were
significantly different from those ob-
served among veterans admitted dur-
ing the corresponding periods of pre-
vious years, as evidenced by highly
significant interaction terms (Table
1). A significant interaction between
the timing of the admission assess-
ment in relation to September 11 and
the year of admission was also ob-
served for alcohol problems, although
the difference in alcohol problems at
admission from before to after Sep-
tember 11 was not significant (p<.07).

Analysis of more specific post–Sep-
tember 11 time intervals showed con-
sistent differences in admission
PTSD symptoms before September
11 and at two to three months and
four to six months on the Short Mis-
sissippi Scale and across all three time
intervals on the NEPEC PTSD scale
(Table 2). Findings for alcohol prob-

lems were less consistent, showing a
relative decrease in the first month
after September 11 but a relative in-
crease at two to three months, while
there was a significant interaction ef-
fect showing lower admission levels
of violent behavior during the first
month after September 11 but not
subsequently.

Clinical improvement 
at follow-up
Clinical improvement followed a par-
allel pattern to that of clinical status at
admission, with small—but signifi-
cantly greater—improvement on
both PTSD measures post–Septem-
ber 11  compared with pre–Septem-
ber 11, a pattern that was significant-
ly different from that of previous
years, with highly significant interac-
tion terms (Table 3). A less robust,
but consistent, finding was observed
for violent behavior, which also
showed greater improvement after
September 11 than before Septem-
ber 11, with a modestly significant in-
teraction effect.

Examination of more specific
post–September 11 intervals showed
consistently greater reductions in
PTSD symptoms one month, two to
three months, and four to six months

after September 11, in contrast with
notable increases in symptoms in pre-
vious years (Table 4). It is striking that
the robustness of the interaction ef-
fects, as reflected in the magnitude of
the F statistic for each interaction
term, declined steadily from one
month to two to three months as well
as from two to three months to four to
six months, suggesting that the ob-
served patterns steadily attenuated
over the six months after September
11. Consistent with this observation,
the significantly greater reduction in
violent behavior after September 11
was observed only during the first
month after the terrorist attacks.

Discussion and conclusions
In this study we examined data on
mental health status at admission and
clinical improvement among veterans
who were treated in specialized in-
tensive VA PTSD programs before
and after September 11, 2001, and,
for comparison, during 1999–2000.
On the basis of previous studies, we
expected that these populations,
which have been judged as requiring
intensive—in most cases, hospital-
based—treatment, would be vulnera-
ble to retraumatization as a result of
the terrorist attacks on New York City
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Change in clinical status among 6,829 veterans four months after discharge from intensive posttraumatic stress disorder
(PTSD) programsa

Interaction (year × time)
Pre– Post– Pre-post

Measure September 11 September 11 difference t df p F df p

Short Mississippi PTSD Scale 20.75 1, 6,332 <.001
1999–2000 –2.27 –1.88 .39 2.03 6,332 .04
2001 –1.65 –2.63 –.98 4.22 6,332 <.001

NPEC scale 16.05 1, 6,311 <.001
1999–2000 –1.23 –1.10 .13 1.52 6,311 .13
2001 –1.05 –1.47 –.42 3.90 6,311 <.001

Addiction Severity Index, alcohol .20 1, 6,312 .66
1999–2000 –.008 –.011 –.003 .47 6,312 .64
2001 –.014 –.020 –.006 .96 6,312 .33

Addiction Severity Index, drugs 3.04 1, 6,306 .08
1999–2000 –.001 –.001 0 0 6,306 .99
2001 –.003 –.009 –.006 2.25 6,306 .02

Violent behavior 3.94 1, 6,318 .05
1999–2000 –.56 –.55 .01 .08 6,318 .93
2001 –.57 –.68 –.11 2.49 6,318 .01

Days worked during the past 30 .27 1, 6294 .6
1999–2000 –.34 –.32 .02 .07 6,294 .94
2001 –.30 –.13 .17 .73 6,294 .46

a Values are least-squares means adjusted for baseline measures for which there was a significant interaction between year and pre-post follow-up interval.
Negative values represent imrprovement in symptoms, substance abuse, and violence but reduced employment. See Table 1 for scoring information.
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Change in clinical status among 6,829 veterans after discharge from intensive posttraumatic stress disorder (PTSD) programsa

Interaction (year × time)
Pre– Post– Pre-post

Measure September 11 September 11 difference t df p F df p

Short Mississippi PTSD Scale
One month after 9/11 40.57 1, 5,123 <.001

1999–2000 –2.26 –1.87 .39 1.99 5,123 .05
2001 –1.59 –3.81 –2.22 6.18 5,123 <.001

Two to three months after 9/11 15.43 1, 5,271 <.001
1999–2000 –2.32 –1.91 .41 2.17 5,271 .03
2001 –1.64 –2.65 –1.01 3.26 5,271 <.001

Four to six months after 9/11 8.40 1, 5,454 .004
1999–2000 –2.40 –1.90 .50 2.54 5,454 .01
2001 –1.71 –2.21 –.50 1.77 5,454 .08

NPEC scale
One month after 9/11 36.99 1, 5,102 <.001

1999–2000 –1.24 –1.12 .12 1.40 5,102 .16
2001 –1.06 –2.07 –1.01 6.13 5,102 <.001

Two to three months after 9/11 11.85 1, 5,253 <.001
1999–2000 –1.27 –1.13 .14 1.69 5,253 .09
2001 –1.07 –1.49 –.42 2.99 5,253 .003

Four to six months after 9/11 4.79 1, 5,436 .03
1999–2000 –1.26 –1.08 .18 2.02 5,436 .04
2001 –1.07 –1.24 –.17 1.27 5,436 .20

Addiction Severity Index, alcohol
One month after 9/11 4.15 1, 5,106 .04

1999–2000 –.007 –.010 –.003 .46 5,106 .64
2001 –.013 –.04 –.027 2.56 5,106 .01

Two to three months after 9/11 .22 1, 5,259 .64
1999–2000 –.008 –.001 –.003 .51 5,259 .61
2001 –.014 –.011 .003 .23 5,259 .82

Four to six months after 9/11 0 1, 5,439 .97
1999–2000 –.008 –.010 –.002 .40 5,439 .69
2001 –.015 –.017 –.002 .31 5,439 .75

Addiction Severity Index, drugs
One month after 9/11 1.38 1, 5,102 .25

1999–2000 –.001 –.001 .001 .14 5,102 .89
2001 –.008 –.003 .006 1.26 5,102 .21

Two to three months after 9/11 3.21 1, 5,253 .07
1999–2000 –.0017 –.0016 <.001 .02 5,253 .98
2001 –.003 –.011 –.008 2.07 5,253 .04

Four to six months after 9/11 1.02 1, 5,435 .31
1999–2000 –.0014 –.0012 <.001 .09 5,435 .92
2001 –.003 –.007 –.004 1.14 5,435 .25

Violent behavior
One month after 9/11 8.52 1, 5,110 .004

1999–2000 –.55 –.54 .01 .16 5,110 .87
2001 –.56 –.78 –.22 3.23 5,110 .001

Two to three months after 9/11 1.56 1, 5,259 .21
1999–2000 –.56 –.56 0 .17 5,259 .86
2001 –.57 –.65 –.08 1.35 5,259 .18

Four to six months after 9/11 2.2 1, 5,443 .14
1999–2000 –.56 –.55 .01 .33 5,443 .74
2001 –.57 –.66 –.09 1.56 5,443 .12

Days worked during the previous 30
One month after 9/11 .35 1, 5,082 .55

1999–2000 –.16 –.14 .02 .11 5,082 .91
2001 –.11 .16 .27 .73 5,082 .46

Two or three months after 9/11 .79 1, 5,243 .37
1999–2000 –.19 –.16 .03 .14 5,243 .88
2001 –.15 –.45 –.3 .95 5,243 .34

Four to six months after 9/11 1.21 1, 5,435 .27
1999–2000 –.34 –.32 .02 .10 5,435 .92
2001 –.31 .1 .41 1.38 5,435 .17

a The values are least-squares means. Mean entry scores were adjusted for baseline measures for which there was a significant interaction between year
and pre-post and follow-up interval. Negative values represent improvement in symptoms, substance abuse, and violence but reduced employment.
See Table 1 for scoring information.



and Washington, D.C., and would ex-
perience more severe symptoms at
admission and less clinical improve-
ment. Neither of these hypotheses
was supported by the study. Rather, in
direct contrast, symptom levels at ad-
mission appeared to decrease after
the terrorist attacks and improvement
in symptoms to increase. 

It is especially notable that the
most robust association in relation to
the events of September 11 was for
PTSD symptoms, both at admission
and from admission to the four-
month postdischarge follow-up as-
sessment. In some instances, similar
findings were observed for alcohol
problems and violent behavior, but
these results were not nearly as con-
sistent across time intervals or as ro-
bust in their statistical significance as
the effects on PTSD symptoms, such
as nightmares, sensitivity to loud nois-
es, and numbness of feelings.

The association with clinical im-
provement was strongest in the first
month after September 11 and atten-
uated with time, much like the reac-
tions observed in the general public,
albeit in the opposite direction. Thus
although symptoms in the general
public peaked right after the attacks
and declined in the following months
(1–3,20,21), improvement in symp-
toms in our VA sample was greatest
during the first month after Septem-
ber 11 (–2.2 points on the Short Mis-
sissippi Scale and –1.01 points on the
NEPEC scale) and was less dramatic
four to six months after September 11
(–.50 points on the Short Mississippi
scale and –.17 points on the NEPEC
scale). 

Although it is unambiguously clear
from these data that there was no ex-
acerbation of symptoms or reduction
in improvement in this population af-
ter the attacks of September 11, it ap-
pears that the events of September 11
may, in some way, have had a small
but beneficial effect on PTSD symp-
toms among these severely ill veter-
ans. To better understand the specific
areas in which there was greater im-
provement, we repeated our analysis
to examine each of the items that con-
stitute our two measures of PTSD
symptoms. We found significantly
greater improvement on 12 of the 15
items. The three items that did not

show a significant change were either
infrequently endorsed (“I feel like
killing myself”) or reverse coded (“I
sleep well,” “I enjoy the company of
other people”) and were perhaps con-
fusing to the respondents. Thus the
increase in improvement of PTSD
symptoms was relatively global.

We speculate that three factors,
unique to the period immediately af-
ter the attacks of September 11, may
have accounted for these statistically
significant findings: an increased
sense of community, patriotism, and
national pride; the “normalization” of
PTSD-like reactions to the terrorist
attacks by the media; and the person-
al experience of mastery and compe-

tence that veterans who had long
dealt with PTSD may have felt during
this time. 

During the period after the Sep-
tember 11 terrorist attacks, many
Americans experienced a unique
sense of community and intensified
patriotism based on the feeling that
everyone was vulnerable together.
Distinctions of wealth, occupational
prestige, and race as well as competi-
tive strivings that normally preoccupy
and divide people receded before a
threat that vilified and targeted the
entire nation simply for being Ameri-
can. Many veterans felt enobled by

the patriotic ambience and honored
as heroes who had made sacrifices for
their country in the past.

There was also much discussion of
PTSD in the media in the aftermath
of September 11, and—as evidenced
by the surveys conducted in the ensu-
ing months (1–3)—many people,
even those who were not directly af-
fected by the attacks, experienced
psychological distress. During that
period PTSD became a “normal” re-
action to something experienced by
everyone. To the extent that veterans
with severe PTSD feel isolated, stig-
matized, or excluded from main-
stream life because of their symp-
toms, the period after September 11
may have been one in which they ex-
perienced special feelings of inclu-
sion and acceptance.

Anecdotal reports from VA clinics
suggest that some veterans, far from
being overwhelmed by the horrific
destruction, experienced feelings of
familiarity, mastery, and competence
as survivors who had been exposed to
horror in the past but who had expe-
rience in coping with the resultant
painful memories. It has been report-
ed that when the staff in these pro-
grams expressed unusual distress and
apprehension after the terrorist at-
tacks, veterans mobilized themselves
to be helpful during a difficult time.
Because the follow-up interviews
were conducted months after the
completion of treatment, it is also
likely that these veterans were able to
rally their emotional resources in re-
sponse to the fear and apprehension
of family members or acquaintances.

It is also important to consider
whether these findings might reflect
one or more artifacts of reporting or
data collection. For example, it is pos-
sible that the veterans who were eval-
uated at admission or at follow-up in
the six months after September 11
were systematically different in some
ways from those who were evaluated
previously. We identified some differ-
ences in demographic and clinical
characteristics between earlier sam-
ples and the post–September 11 ad-
mission and follow-up samples, most
notably less war zone exposure in the
post–September 11 samples, but
these differences were small (3 to 5
percent), and adjustment was made
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small but beneficial effect on

PTSD symptoms among

these severely ill 
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for them by using multivariate tech-
niques in our analyses. A previous
study (11) found no change in inpa-
tient or outpatient use of VA services
during this period, which suggests
that differences in the volume or gen-
eral pattern of VA mental health serv-
ice delivery would not explain our
findings. 

Another limitation of this study was
that follow-up rates were consistently
lower than one would find in a re-
search study, although they were
higher than those in other outcome-
monitoring efforts (22). In addition,
the measures were generally brief
and were administered by program
personnel rather than by trained in-
dependent research assistants. How-
ever, these limitations are not likely to
have produced the pattern of statisti-
cally significant differences we ob-
served after September 11.

Major advantages of this study are
that it used a large data set based on a
national sample of veterans residing
outside of the New York City and
Washington, D.C., areas and that
standard methods of data collection
were used throughout the entire peri-
od. Other studies of combat veterans
have identified benefits as well as
hardships that derive from war zone
trauma (23), and the observations re-
ported here of lower levels of PTSD
symptoms after September 11 at ad-
mission and at follow-up attest to the
unprecedented psychological and so-
cial impact of the events of that day. ♦
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